SUMMARY Seven cases of clinically symptomatic benign glial cyst of the pineal gland are reported. The cysts' size ranged from 1 0-4 5 cm in diameter. They were characterised by a golden or, less frequently, brown-reddish proteinaceous or haemorrhagic fluid content. The cyst wall, up to 2 mm thick, consisted of clusters of normal pineal parenchymal cells, often compressed and distorted, surrounded by reactive gliotic tissue which sometimes contained Rosenthal fibres. The presenting clinical features included headache (6/7), signs of raised intracranial pressure, partial or complete Parinaud's syndrome (5/7), cerebellar deficits (2/7), corticospinal and corticopontine fibre (2/7) or sensory (1/7) deficits, and emotional disturbances (2/7). CT and MRI (in 2/7 cases) scans showed a hypodense or nonhomogeneous lesion in the region of the pineal gland, with or without contrast enhancement. Surgical excision resulted in complete clearance of the symptoms in 5/7 patients. The previous literature is reviewed and the clinicopathological correlations and the possible pathogenetic mechanisms are discussed. The need to distinguish this benign lesion from other mass lesions of the pineal region, in particular from pinealocytoma, is stressed.
Lesions of the pineal region comprise germinomas, teratomas, tumours arising from the pineal parenchyma such as pineocytomas and pineoblastomas, gliomas, and cysts, including epidermoid, dermoid, arachnoid and glial cysts. Small benign glial cysts of the pineal gland are a common incidental finding in adults, discovered on CT scanning and on post-mortem examination; they are usually less than 0 5 cm in diameter and, unlike the other lesions mentioned above, do not give rise to symptoms. Large, symptomatic pineal cysts of the same nature have been described only rarely. We were seen at the pineal-glial border. The thickened area of the wall contained normal pineal cells, representing the original pineal gland which had become a mural nodule. No cellular atypism was seen. The patient's symptoms resolved with the operation and she was asymptomatic 10 months later. Patient 3 (Case No. C5725) A 30 year old female had morning headaches of several months' duration. CT showed a well-circumscribed lesion in the pineal region, 2-0 cm in diameter. At operation, a 2 x 1 5 cm multilobulated cystic mass was found which contained dark brown haemorrhagic fluid and, within the cyst wall, calcification granules. The initial histological diagnosis was pinealocytoma with prevous haemorrhage. On review, histological examination showed the cyst wall to consist of gliotic tissue with nests of normal pineal cells segregated by thin strands of glial tissue (fig 3) . The cyst wall contained scattered haemosiderin-laden macrophages, frequent Rosenthal fibres and scattered corpora arenacea. This patient was lost to follow-up. Patient 4 (Case No. C4966) A 12 year old boy developed acute headache, photophobia, fatigue and malaise, slurring of speech, right sided facial weakness, clumsiness of the left hand, and impairment of gait. On examination, his speech was slurred, he was unable to sustain upward gaze but had normal response to light, and had left-sided upper motor neuron facial weakness, right-sided spastic hemiparesis, and cerebellar ataxia. CT showed a non-homogeneous mass in the pineal region, 1 cm in diameter, containing low and high attenuation areas, the latter enhancing with contrast medium. At operation, the mass was removed. The initial histological diagnosis was pineocytoma. seven months' history of severe headaches, nausea, vomiting, Thus, symptomatic large benign cysts of the pineal fatigue and irritability. On examination, she had bilateral gland are not common. Nevertheless, the fact that papilloedema and impairment of ocular convergence. CT seven cases were seen in the last five years our of some showed a cystic lesion involving the third ventricle, with 1500 cases of brain tumour referred to us for consultaobstructive hydrocephalus. At operation, a 4-5 x 3-2cm cyst tion suggests that they may be more frequent than is was found. It was tan in colour, had a wall 0u5-2 mm thick, and contained clear yellow fluid. Post-operatively, the currently appreciated, a suggestion which is supported patient's symptoms receded. Histological examination by the MRI figures quoted above. upward gaze affecting her left eye followed two years later by Microscopically, the appearance of the cyst wall is right-sided hemiparesis, hemiparaesthesia and ataxia, and * * w over the next year by left-sided facial weakness, tinnitus and characteristic. The wall conslsts of three layers which deafness, and by vertigo. CT disclosed a cystic lesion in the may be more or less clearly recognisable. The outer pons anterior to the fourth ventricle with displacement of the layer consists of a fibrous capsule. The fibroblasts are pineal gland. At operation, two independent cysts were sometimes arranged in a thin layer, but more comdiscovered: one in the dorsolateral mesencephalon, and the monly are densely packed. Klein, Rubinstein ----------
